In general, no letter should contain more than six references (also typed with double spacing).
Assessment by general practitioners of suitability for thrombolysis in patients with suspected acute myocardial infarction SIR-The paper by Gemmill et al raises three issues.' (a) A general practitioner may refer a patient with chest pain to a coronary care unit because he thinks the patient has had an acute myocardial infarction or because he thinks he has not-but, to be on the safe side, he would like acute myocardial infarction ruled out. To expedite admission a general practitioner will plead either case with similar conviction. The admitting medical officer therefore has a biased perception of the general practitioner's diagnostic skills. If, at the time of request for admission, the general practitioner is questioned about his diagnosis and the patient's suitability for thrombolysis, he will exaggerate the severity of the illness and the patient's need for treatment in order to justify his request. What the general practitioner says he believes and will do and what he really believes and will do are different.
Similarly with recording and interpreting the electrocardiogram (ECG): the general practitioner's skills in this area cannot be reliably assessed under simulated conditions. He will take much more care if a therapeutic decision of his own is contingent on the result than if he is recording and reporting an ECG as part of someone else's research project. Moreover, by producing interpretable ECGs in only 60% of cases, the urban doctors who took part in this study were conveniently able to prove to everyone's satisfaction their own unsuitability to undertake the unwanted, onerous responsibility of domiciliary thrombolysis.
Thus the method of this study is seriously flawed; though the general conclusion, that general practitioners need more knowledge and experience of recording and interpreting the ECG before they use thrombolysis, is probably correct.
The study seems to vindicate the reluctance of cardiologists to let general practitioners use thrombolytic therapy. But the real message is that you can take a horse to water but you cannot make it drink. (c) A thrombolysis policy that restricts treatment to 51% of those with acute myocardial infarction must be questioned. The figure shows that patients with suspected acute myocardial infarction with or without ST segment elevation on the presenting ECG benefit from streptokinase. This letter was shown to the authors, who replied as folows:
SIR,-We are grateful for being given the opportunity to respond to the points raised by Dr Rawles, who of course has extensive experience in administration of thrombolytic therapy in a rural setting. His first point relates to the fact that the general practitioners did not actually administer thrombolytic therapy. We considered this point very carefully before embarking on the study, and ideally, if at the time it had been possible, it would have been preferable for the general practitioners to administer the agent. This, however, was not an option open to us when the study was designed. We were fortunate to have a back door admission policy to the coronary care unit with which the GPs had been familiar for several years. Analysis of the data indicates that they did not respond differently in terms of the type of patients they sent to the back door during the study. Therefore there is no evidence that the GP exaggerated the severity of the patient's illness. Furthermore the actual recording and interpretation of the ECG was the basis of a real life admission to hospital, with inherent audit.
Only GPs who carried out their own evening on call system were included in this study. They were all interested and committed GPs who showed their willingness to volunteer for participation in the study. 
